Objectives: This study examined the relationship of community-level stressors to behavioral and emotional problems among African-American and white children with special health care needs. Methods: The authors interviewed 257 low-income caregivers of children with special health care needs in an urban Midwestern city who brought their child for a primary health care visit to a community health center between September 2001 and May 2002. Sociodemographic characteristics as well as information about the children's behavioral and emotional problems, the health status of the children, perceptions of urban community stress, access to health care, and satisfaction with health care were collected to determine racial differences in the impact of urban stress on behavioral and emotional problems. Results: Urban community stressors, race, and child's health status were significantly associated with behavioral and emotional problems among children with special health care needs. The association between urban stress and total behavioral problems did not differ by race. Conclusions: When caring for children with special health care needs, especially those with emotional or behavioral problems, primary care providers may be better able to identify important aggravating factors if they also assess urban stress.
Systems of care are needed that can assist in addressing urban community-level stressors. (Psychiatric Services 56:63-69, 2005)
disadvantage (17) , it is important to also consider racial differences in the effect of community-level contextual stressors on children's mental health. Numerous studies have shown that even when socioeconomic status is controlled for, African Americans, compared with whites, live in neighborhoods with higher levels of poverty, crime, and substance abuse (18) (19) (20) (21) . Furthermore, spatial inequality contributes to a lack of social capital for children from racial or ethnic minority groups, because these children are more likely to live in neighborhoods that are deficient on measures of adult-child exchange and social control (22) .
In the study reported here we examined sociodemographic characteristics, health status, access to health care, satisfaction with health care, and community-level contextual stressors that might influence behavioral and emotional problems among African-American and white low-income children with special health care needs. Our study contributes to the field of inquiry regarding community-level contextual stressors and behavioral and emotional problems among children with special health care needs in several ways. First, we describe the behavioral and emotional problems in a sample of Midwestern, urban, low-income children with special health care needs. Second, we extend the validation of a contemporary subjective measure of contextual stressors in urban communities, the Urban Life Stressor Scale (ULSS) (23) . Contextual measures such as the ULSS have been underused in studying pediatric populations and virtually unused in studying children with special health care needs. Finally, we examine racial differences in the relationship of community-level contextual stressors to behavioral and emotional problems, controlling for demographic and health care access and satisfaction factors.
Our analysis was guided by the following questions. First, are there racial differences in demographic characteristics, health status, access to health care, satisfaction with health care, and community-level contextual stressors among urban low-income children with special health care needs? Second, how are these variables associated with the presence of behavioral and emotional problems among these children? Third, are there racial differences in the association of urban stress and behavioral and emotional problems of these children when demographic variables, health status, access to health care, and health care satisfaction are controlled for?
Methods
Sample Caregivers who brought their child for a primary health care visit in one of six urban Midwestern community health centers between September 2001 and May 2002 were randomly screened for study eligibility (N=1,220). Caregivers were eligible to participate in the study if the child was enrolled in Medicaid or the Indiana State Children's Health Insurance Program (SCHIP), if they spoke English, if they had telephone service at home, and if they had a non-Hispanic African-American or white child of age two to 18 years who screened positive for having a special health care need (24) . The most frequently cited special health care needs reported by caregivers included asthma, attention and behavioral problems, and chronic allergies. Caregivers who met the eligibility criteria were invited to participate in the study (N=368). A trained research assistant contacted the caregiver to obtain informed consent and arrange for a computer-assisted telephone interview. The Indiana University human subjects review board approved all research procedures, and the community health center directors gave permission to recruit participants from their sites. Each primary caregiver was paid $10 for participation in the study. A total of 257 caregivers completed an interview (257 of 368, or 70 percent). Those excluded either could not be reached by telephone or declined to participate.
Measures
Behavioral and emotional problems were measured with use of the Child Behavior Checklist (CBCL) (25) . The CBCL includes 20 items that measure social competence and 118 items that rate behavior problems. It provides an age-adjusted index of emotional and behavioral problems as well as internalizing and externalizing problem subscores. The CBCL has been shown to discriminate between children who are referred to mental health services and demographically matched nonreferred children. A CBCL total behavior score greater than 63 indicates clinical need for mental health treatment or counseling. Reliability coefficients for the CBCL have ranged from .84 to .98, and the CBCL has been well established for use with children from diverse racial and ethnic backgrounds. Demographic variables such as race and socioeconomic status accounted for a relatively small proportion of score variance. Thus differences were considered too small to warrant separate norms based on socioeconomic status or race or ethnicity.
The ULSS is a 21-item instrument that is used to measure subjective contextual community-level stressors as potential sources of psychological and emotional stress experienced by persons living in medium to large cities. Each item on the ULSS is answered with reference to a 5-point scale ranging from 1, "no stress at all," to 5, "extremely stressful-more than I can handle." The total score reflects the level of stress associated with dayto-day life in an urban environment. The scale is intended to identify chronic life stress as opposed to acute event stress. The scale's reliability and validity have been established in African-American and Latino groups (23) . Previous stress scales did not include sources of stress that are frequently encountered by these groups.
To determine access to health care and satisfaction with the child's health care provider, we used two questions from the Consumer Assessment of Health Plans Study (CAHPS) (26) . Access to health care was ascertained by asking, "How much of a problem was it to find a personal doctor or nurse for your child that you were happy with?" Multiple-choice answers included "a big problem, "a small problem," and "not a problem." These responses were dichotomized as either a health care access problem or not a health care access problem. Parents' rating of their satisfaction with their child's health care provider was a continuous variable based on a 10-point scale, with 10 representing the greatest satisfaction with their health care provider and 1 representing the least satisfaction with their provider.
Sociodemographic variables that were recorded for the caregivers included perceptions of their children's health as well as the caregivers' educational attainment, employment status, and marital status. Sociodemographic variables that were recorded for the children included age, race, and gender. The caregivers' perception of their child's health status was measured by using an item from the Child Health Questionnaire (CHQ-PF28) (27) : "In general, would you say your child's health is excellent, very good, good, fair, or poor?"
Analysis
We used descriptive statistics (t tests and chi square tests) to compare African-American and white respondents' sociodemographic characteristics, access to health care, satisfaction with health care, and urban contextual stressor variables. We used analysis of variance (ANOVA) to examine the relationship between CBCL scores and the independent variables of interest. To assess the extent to which the sociodemographic variables, access to health care, satisfaction with health care, and contextual community-level stressor variables were related to the variation in CBCL scores, we used a series of multivariate models. Model 1 explains the variation in CBCL scores by using the ULSS scores. In model 2, we expanded the analysis by adding health care access and health care satisfaction variables. In model 3, we expanded the analysis again by adding the sociodemographic and health status variables. Finally, in model 4, we added an interaction term that combined race and urban stress. As each set of variables was entered in the separate models, we determined whether the beta coefficients for the ULSS remained stable or whether access to health care, satisfaction with health care, and the sociodemographic variables modified the relationship with the CBCL score. We used F tests to determine whether the change in R 2 was significant with the addition of the variables in models 2, 3, and 4. SAS Version 9.1 was used for all analyses. Table 1 lists mean±SD scores for individual items of the ULSS. The item that was the most stressful for parents or caregivers was money and finances (mean score of 3.44). African Americans accounted for 63 percent of the caregivers who completed the study interviews (Table 2 ). This racial distribution of study participants is comparable to that of the patient population of the health care clinics from which participants were recruited. The children's mean±SD age was 8.2±4.6 years, and 157 (61 percent) were male. Our sample of children with special health care needs had significantly higher CBCL total behavior scores than the published norms based on sex and age (p<.05) (28, 24) . On the basis of the established cutoff (CBCL total score above 63), 38 percent of our sample (N=98) had behavioral or mental health problems that merited mental health treatment or counseling (28) . Table 2 shows the results of bivariate analyses of study variables by race. White children had significantly higher mean CBCL scores than AfricanAmerican children. The AfricanAmerican children were significantly younger. Significant differences were noted between caregivers as well; African-American caregivers were more likely to have attended college, and white caregivers were more likely to be married. The racial difference in the ULSS score approached significance (<.06), with African Americans indicating greater levels of urban life stress. Table 3 shows the results of bivariate analyses of the associations between CBCL scores and other study variables. White race and poorer health status were associated with higher CBCL scores; no significant association was found for age. Children who were rated as being in fair to poor health had higher mean scores on the CBCL than those who were rated as being in excellent to good health. A significant association was also noted between CBCL scores and both health care access and health care satisfaction. Caregivers who rated access to health care as a problem had children with significantly higher CBCL scores, whereas those who reported greater satisfaction with their child's health care provider had children with significantly lower CBCL scores (F=10, df= 1, 253, p<.001).
Results
The relationship between the total ULSS score and CBCL score was highly significant (F=52.47, df=1, 254, p<.001); we observed a positive linear relationship between urban life stress and presence of behavioral and emotional problems among the children in this study. Table 4 shows the results of the four models we used to examine the association between urban community-level contextual stressors and children's behavioral and emotional problems. In model 1, the total ULSS score was regressed on CBCL score, and the association was highly significant (p<.001). In model 2, the health care system-level factors related to the parent's access to and satisfaction with the child's heath provider were added to the model. High ULSS scores continued to be significantly associated with higher CBCL scores, but no such association was noted for the health care system-level factors. This finding was reflected in a nonsignificant change in R 2 between model 1 and model 2. In model 3, the sociodemographic and health status variables were introduced, and the ULSS score continued to be significantly associated with CBCL score. The beta coefficients of the ULSS score remained stable across the three models, which indicated that the ULSS was not mediated by health system-level or sociodemographic variables. Race and child's health status were also significantly associated with CBCL score. White children who were considered to be in fair to poor health and whose parents or caregivers were experiencing higher levels of urban stress were at the highest risk of behavioral and emotional problems. The addition of the sociodemographic variables, particularly race and health status, increased the explanatory efficacy of the model (R 2 increased from .18 to .26, p<.01). In model 4, we introduced an interaction term that combined race and ULSS scores. The interaction term for race and urban stress was not significant, indicating that the association between urban stress and total behavioral problems did not differ by race (no change in R 2 between models 3 and 4).
Discussion and conclusions
We measured urban community stressors by using the ULSS and found a significant association between urban community-level contextual stressors and the presence of behavioral and emotional problems among children with special health care needs.
In bivariate analyses by race, white children had more behavioral and emotional problems than AfricanAmerican children. African-American caregivers reported greater amounts of urban stress, particularly stressors related to finances, housing, and employment. The finding of greater urban stress among AfricanAmerican caregivers is congruent with the results of previous studies that found that African Americans live in urban areas that are more stressful in terms of more poverty and crime (21, 29, 30) . White children were found to have more behavioral and emotional problems even when sociodemographic variables, access to health care, satisfaction with health care, and urban contextual stressors were controlled for, indicating that average total behavioral problems did differ by race. Racial differences in perceptions may contribute to the finding that white children had higher CBCL scores. Because self-report measures are vulnerable to the lens of individual interpretation, white families may be more likely to report comparable behaviors as problematic.
In a fourth model that included an interaction term for race and urban stress, we found that the association between urban stress and children's mental health did not differ by race. These findings are counter to the results of previous studies that suggest that African-American families may be protected against urban stress in ways that provide a buffer against behavioral and emotional problems (16) and that African Americans may be less vulnerable to the negative effects of stressful urban life as a result of earlier and more frequent exposure to urban stress and poverty (30) . Further research that explores the complex associations between race, poverty, urban stressors, and mental health are needed.
The best explanatory model in our study (model 3) indicates that urban stressors, race, and child's health status are significantly associated with emotional and behavioral problems among low-income children with special health care needs. Few studies have examined the adverse impact of community context on the mental health of children with special health care needs. In those studies that did examine this impact, lack of insurance and inadequate access to care was put forward by the authors as explaining the relationship between urban stress and behavior and emotional problems (7). In our high-risk sample of children with special health care needs who had public health insurance and had appointments in a primary care clinic, urban stress, race, and health status remained significantly associated with an increased prevalence of behavioral and emotional problems, even when we controlled for problems with access to health care and satisfaction with the health care provider. These findings support those of other studies in which it was concluded that stressful urban environments and limited social support are independently associated with a need for mental health services (13) and that low-income white individu- T Ta ab bl le e 3 3 Associations between Child Behavior Checklist (CBCL) score and sociodemographic, health care, and urban life stress variables in a sample of 257 caregivers of low-income children with special health care needs als may be more vulnerable to mental health problems than low-income persons from minority groups (30) . The racial distribution of this study population limits generalization of the findings. White families were in the minority, and other important racial or ethnic groups were not analyzed. Another limitation is a lack of information about persons whom we could not contact or who refused to participate in the study (30 percent of the eligible caregivers). The nonrespondents may represent those who lack a stable residence, a factor that would make them more susceptible to urban stress and potentially greater child mental health problems. The study population was relatively homogeneous in that all children with special health care needs were from lowincome families, were insured through Medicaid or SCHIP, and had access to primary care. Thus comparisons with higher-income populations were not possible. The contribution of family dynamics (14) to children's mental health was not explored.
Given that there are severe limitations on mental health care resources for children in general, children with special health care needs who are poor and have behavioral and emotional problems are extremely vulnerable. Although a large proportion of mental health services for children are delivered within the school system (31), current statewide budget cuts are threatening the continuation of these services. Primary care physicians have increasingly become the de facto providers of mental health services for low-income families, particularly families that include children who have special health care needs. Given the increasing time constraints faced by primary care physicians, improved systems of care are needed in which ancillary staff, such as nurses and social workers, can assist in addressing mental health care needs.
The need for an ongoing source of coordinated health care-now designated officially as the "medical home"-for all children is a priority for child health policy reform (32, 33) . A medical home is vital for children with special health care needs, because these children have chronic medical problems and often receive medical services from multiple sources. Primary care physicians have been given chief responsibility for establishing medical homes. The results of this study suggest that the assessment of psychosocial issues may reveal opportunities to intervene in the case of factors that exacerbate mental health problems among children. Thus primary care physicians will need to position themselves in partnerships with community-based organizations to assist families who are experiencing life stressors that ultimately lead to poor mental health among children. Moreover, efforts are needed at the public policy level to address social inequities such as inadequate employment, housing, and education that have been repeatedly identified as adversely affecting health. ♦ 
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